proved8. One-to-one interaction is more costly. An evaluation of the knowledge and awareness of the mothers is the first part of the study; the effects of health education on the mothers' practices will be discussed in a later study. We recommend that health education be integrated in the existing primary health care structure, rather than being implemented as a separate activity. In addition, using the right strategy of health education, the mothers are very responsive to the training provided.
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The medical records of all 0 & G patients admitted to the surgical ICU between the period January-December 1992 were analysed. Of all admissions to the ICU 13.6% (n= 122) were 0 & G patients. Eclampsia was the most common diagnosis accounting for 66% of all obstetric admissions. Of all eclamptics in the study period 24% were admitted to the ICU. The overall maternal mortality was 21%.
0 & G patients form a major workload of surgical ICUs and the majority of these patients are women with eclampsia. Management of such patients requires an understanding of the physiological changes of normal and abnormal pregnancies. Therefore, all large obstetrical units in developing countries should establish their own ICU in order that patient care, health personnel training and continuing health care education may be improved.
INTRODUCTION
The management of the critically ill patient forms a significant proportion of 0 & G practice. In recent years, these patients have been managed in multidisciplinary or surgical intensive care units (SICU), Catetgory: 1 =respiratory failure; 2 = haemodynamic failure; 3 =neurological dysfunction; CjS =Caesarean section some of which are staffed by health care personnel unfamiliar with the specific care required by a pregnant woman and her fetus. More specifically, conditions such as eclampsia require special expertise and a practical understanding of the drugs used in this condition. It is therefore not surprising that there are very few reports on the management of 0 & G patients in ICU1.2.
The purpose of this study was to review the medical records of all obstetrical and gynaecological patients admitted to the SKU of King Edward VIII Hospital (KEH), Durban, South Africa, over a 1 year period. annually and has a Caesarean section rate of approximately 25%. The high Caesarean section rate is due to a high prevalence of eclampsia, abruptio placentae and cephalopelvic disproportion in the local community. Unsafe abortions and pelvic inflammatory disease are the major gynaecological complications and account for around 20% of all gynaecological emergency admissions.
The medical records of all 0 & G patients admitted to the SICU between 1 January 1992 and 31 December 1992 were reviewed. Data were divided into three categories: 0 & G, diagnostic and ICU related. The 0 & G data included age, date and timing of admission, gestational age on admission, fetal weight, booking status at the antenatal clinic, neonatal outcome and number of days in hospital. Each patient had two diagnoses extracted from the chart: the diagnosis of the disease responsible for the patient's critical illness referred to as the primary diagnosis and the diagnosis that prompted ICU admission (secondary diagnosis). The latter was divided into three categories: respiratory failure, haemodynamic instability and neurological dysfunction. Finally, SICU related data included number of days in the ICU, the need for mechanical ventilation, organ failure and outcome3.
Statistics
Descriptive statistics consisting of means and standard deviations for continuous data and percentages for categorical data were calculated.
RESULTS
There were 122 0 & G patients admitted to the SICU during the study period. This represented 13.3% of the total SICU admissions during the study period (n = 921).
There were 80 (65.6%) obstetric patients admitted directly from the labour ward, the antenatal wards or the obstetric theatre. Eclampsia was the most common primary diagnosis (n = 53; 66.4%) and neurological dysfunction was the most frequent reason for admission to SICU (Table 1) . Only four antepartum patients were admitted to SICU (two with cardiac disease, one asthmatic and one with an inevitable abortion at 22 weeks' gestation who delivered in SICU).
Demographic information about the obstetric patients is shown in Table 2 . There was a wide range in age, parity and gestational age. Most of the patients (87%) were delivered by Caesarean section. The perinatal mortality rate was 486/1000. There were 42 gynaecological patients (34.4%) admitted from the gynaecological out-patients department, the gynaecological wards or the operating theatre.
Septic incomplete abortion was the most common primary diagnosis (52.4%). The combination of respiratory failure and haemodynamic instability was the most common reason for SICU admission in this group ( Table 1 ). The average age of the gynaecological patients was 28 years (range 16-47) and the mean duration of their hospital stay was 19.1 days (range 1-63),
The SICU data for both 0 & G patients are shown in Table 3 . Of the patients who had multiple organ failure ( 2 3 organ systems), 94% died in SICU and only 5% of the patients who had 2 7 days of ventilation survived. Fifteen patients (12.3%) admitted to SICU had relaparotomy. Table 4 shows the primary diagnosis of the 28 patients who died. There was no relationship between the SICU mortality and age or parity of the patients. DISCUSSION Our study demonstrates that 13.3% of all admissions to the SICU at KEH were 0 & G patients. A literature survey did not reveal figures for 0 & G patients admitted to multidisciplinary intensive care units. The SICU at KEH is a 16-bed unit and has constant demands from all disciplines and our study confirms the impression that 0 & G patients form a significant workload of this SICU. This situation is probably similar to that of other SICU in developing countries.
Our study comprises the largest number of 0 & G patients admitted to SICU over a 1 year period so far, and contrasts with that of Kilpatrick who reported on 32 obstetric ICU patients seen over a 5 year period'. Mabie also commented on 200 patients who were admitted to an obstetrical ICU over a 3 year period but did not give details2. The only comparable South African study is that of Johnson who studied 63 patients over 18 months4. Unlike Mabie who had 21 (loo/) patients admitted for eclampsia, our study shows that eclampsia was the most common primary diagnosis, accounting for 66% of all obstetrical admissions to the SICU. The obstetric department at KEH is a referral centre and admitted 220 eclamptics in 1992. Thus, 24% of eclamptics were admitted to the SICU making a strong case for a dedicated obstetric ICU. Furthermore, only two severe pre-eclamptics were admitted in contrast to Mabie's figures3 suggesting that many more patients with hypertensive diseases in pregnancy would have required ICU using criteria laid down by Mabie. This provides further justification of the need for an obstetric ICU in referral centres which serve large numbers of obstetric patients. The indications for admission for ventilation in the ICU for eclamptic patients were not on a basis of early intervention, but on clinical grounds. The indications were abnormal arterial blood gases, extreme restlessness, a Glasgow coma scale of less than eight (unconscious state), laryngeal oedema and airway obstruction, pulmonary aspiration, pulmonary oedema and multi-organ impairment.
There were only four antepartum patients in this study. This can be explained by the fact that the delivery and the early postpartum period are times of great haemodynamic instability which may exacerbate symptoms in patients with underlying cardiovascular or pulmonary dysfunction. A second possible explanation could be the reluctance to transfer pregnant women from the care of the obstetric personnel unless it is absolutely necessary'.
The overall mortality rate in our ICU during the study period was 2 1 % and the average age of all admissions, 40 years. The mortality rate of the obstetric (21.3%) and gynaecological (26.2%) was in keeping with the overall mortality of approximately 23% for the ICU. The surgical patients were predominantly previously healthy patients suffering acute trauma who were admitted to the SICU shortly after their injury. In contrast, although the obstetric patients were also young, they frequently had an underlying chronic disease process, with an acute exacerbation (eclampsia) which placed them at greater risk of complications than the trauma patients. In the gynaecological patients there was the usual delay before presentation to the hospital (septic or illegal abortion). Consequently most of these patients had already incurred complications prior to admission. It was also found that only 5% of our 0 & G patients survived after 7 days of ventilation and 94% of patients with multiple organ failure (> 3 organ systems) died. These are similar findings to those relating to the SICU patients admitted from other disciplines.
Differentiation between illegally procured abortions and spontaneous abortions complicated by sepsis as a result of prolonged retention of products of conception was impossible. This was because many patients were unwilling to divulge information regarding the circumstances surrounding the abortion. However, we had the impression that chemically induced abortions had a poor prognosis to SICU. The incidence of septic abortions would probably decline, as proven in other countries, with liberalization of the abortion laws5-', improvement in socioeconomic conditions and the provision of appropriate health education and contraceptive services.
The gynaecological patients had a longer mean stay in hospital and SICU, were ventilated for longer periods and had a higher mortality rate than the obstetrical patients. Most of them were referred to SICU with a combination of respiratory failure and haemodynamic instability as a result of severe sepsis or septic shock. The obstetrical patients, however, were mostly referred with respiratory failure or neurological dysfunction. Sepsis, in all grades of severity, remains the most common cause of death in surgical I C U S~,~, and explains the higher
In conclusion, we have found that 0 & G patients form a large proportion of a Third World SICU population, and we recommend that large obstetrical units in developing countries establish their own intensive care units in order that patient care, health personnel training and continuing health care education may be improved. The rational use of drugs (RDU) by physicians is mainly promoted through continuing medical education (CME) updates which are planned to enhance knowledge, skills and changes in attitude to prescribing. Prescribing is considered to be sacrosanct by physicians, and it is often very difficult to evaluate the effect of any intervention on prescribing. Attempts to achieve this can be by way of In countries where prescribing habits may not be ideal, it is possible to introduce programmes for the critical analysis of prescriptions for a group of physicians, rather than for an individual. There have been some attempts to examine prescribing patterns from India, mostly in an academic setting'.'.
A distance education programme for physicians from mission hospitals has been available since 1985 and this has been updated since 1990 with periodic news bulletins sent to all mission hospitals.
This study was done as part of a rational drug use programme organized by the Christian Medical Association of India (CMAI) in collaboration with the Christian Medical College Hospita13.'This project was started in July 1991 and is an ongoing programme. The first phase of the study, from July 1991 to January 1993, is reported here. Representatives from 60 mission hospitals participated in these workshops.
AIMS AND OBJECTIVES
The workshops were conducted with a variety of aims and objectives: to create an awareness among physicians in mission hospitals about RDU, especially antibiotics; provide an update on the selection and use of new drugs in the management of commonly encountered ambulatory care medical problems; examine prescribing from a limited drug list using a formulary; highlight drug-related reactions and interactions; and the need to report them with a view for monitoring drug safety. Further objectives were to evaluate critically medical literature, and to improve the day-to-day practice of pharmacy management, applying the principle of rational drug selection and cost effectiveness in their procurement. It was also felt to be important for the doctors themselves to educate the public about RDU and to encourage physicians to have similar discussions within their organizations to enable
